Appl. No. 09/577,386 

Amdt. dated November 13, 2003 

Reply to Office action of August 27, 2003 



Amendments to the Drawings: 

The attached drawings include 35 pages of new formal drawings 
Attachment: New Drawing Sheets. 
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1.2 SURGICAL 

CODE GROUP-PER DIEM SURGICAL. PRICING IS $950.00 PER DIEM. -2,6 

2. CASE RATE 

2.1 NORMAL DELIVERY 

CODE GROUP-NORMAL DELIVERY. PRICING IS A CASE RATE OF $1,400.00 
FOR UP TO 2 DAYS AND $450.00 PER DIEM FOR EACH ADDITIONAL DAY. 
LIMIT THE ALLOWED TO THE COMBINED CHARGES. -1 ,6 

2.2 CAESAREAN SECTION 

CODE GROUP-C-SECTION. PRICING IS A CASE RATE OF $2,800.00 FOR UP 
TO 2 DAYS AND $500.00 PER DIEM FOR EACH ADDITIONAL DAY. LIMIT THE 
ALLOWED TO THE COMBINED CHARGES. -1,6 

2.3 WELL BABY 

CODE GROUP-WELL BABY-COMPLEX. PRICING IS 0% OF THE CHARGE. -1,6 
OUTPATIENT SERVICES 

3.1 ALL SERVICES 

ALL SERVICES. PRICING IS A 15% DISCOUNT OF THE CHARGE. -1,6 
STOP LOSS 

4.1 WELL BABY 

CODE GROUP-WELL BABY-COMPLEX. NO PRICING APPLIES. -1,4,7 

4.2 STOP LOSS 

ALL SERVICES. IF THE TOTAL CHARGE EXCEEDS $20,000.00, PRICING 
IS RECALCULATEDTO BE 85% OF THE TOTAL CHARGE. -1,6 

FOOTNOTES 
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2. CASE RATE 

2.1 NORMAL DELIVERY 

CODE GROUP-NORMAL DELIVERY. PRICING IS A CASE RATE OF $1,400.00 
FOR UP TO 2 DAYS AND $450.00 PER DIEM FOR EACH ADDITIONAL DAY. 
LIMIT THE ALLOWED TO THE COMBINED CHARGES. -1,6 

2.2 CAESAREAN SECTION 

CODE GROUP-C-SECTION. PRICING IS A CASE RATE OF $2,800.00 FOR UP 
TO 2 DAYS AND $500.00 PER DIEM FOR EACH ADDITIONAL DAY. LIMIT THE 
ALLOWED TO THE COMBINED CHARGES. -1,6 

2.3 WELL BABY 

CODE GROUP-WELL BABY-COMPLEX. PRICING IS 0% OF THE CHARGE. -1,6 

3. OUTPATIENT SERVICES 
3.1 ALL SERVICES 
ALL SERVICES. PRICING IS A 15% DISCOUNT OF THE CHARGE. -1,6 

4. STOP LOSS 

4.1 WELL BABY 

CODE GROUP-WELL BABY-COMPLEX. NO PRICING APPLIES. -1,4,7 

4.2 STOP LOSS 

ALL SERVICES. IF THE TOTAL CHARGE EXCEEDS $20,000.00, PRICING 
IS RECALCULATEDTO BE 85% OF THE TOTAL CHARGE. -1,6 

FOOTNOTES 

1- THIS CALCULATION WILL BE USED TO REPRICE THE ENTIRE CLAIM. 

2- THIS CALCULATION WILL BE USED TO REPRICE THE CURRENT LINE. 

3- THIS CALCULATION WILL BE USED TO REPRICE THE MATCHING LINE AS A 
GROUP 

4- WHEN THE CLAIM QUALIFIES FOR MORE THAN ONE TERM, THIS PRICE WILL 
BE USED IF IT IS THE SMALLEST AMOUNT. 

5- WHEN THE CLAIM QUALIFIES FOR MORE THAN ONE TERM, THIS PRICE WILL 
BE USED IF IT IS THE LARGEST AMOUNT. 

6- WHEN THE CLAIM QUALIFIES FOR MORE THAN ONE TERM, THIS PRICE WILL 
BE USED IF IT IS THE LAST TERM TO QUALIFY. 

7- PLEASE NOTE: NO MORE TERMS WILL BE EXAMINED FOR THIS CLAIM/LINE 
IF IT QUALIFIES UNDER THESE TERMS. 
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COMPLETED RATE SHEET 
MEDICAL CENTER 

1. INPATIENT PER DIEM 

1.1 MEDICAL 

REVENUE CODES IN PER DIEM - MEDICAL. REPRICE AT $750.00 PER DAY. -2,6 

1.2 SURGICAL 

REVENUE CODES AND CPT4 PROCEDURE CODES IN PER DIEM - SURGICAL. 
REPRICE AT $950.00 PER DAY. -2,6 

2. INPATIENT CASE RATE 

2. 1 NORMAL DELIVERY 1-2 DAYS 

ICD-9 PROCEDURE CODES IN NORMAL DELIVERY. REPRICE AT $1,400.00 FOR 
UP TO 2 DAYS. $450.00 PER DEIM, THEREAFTER. -1,6 

2.2 C-SECTION 

ICD-9 PROCEDURE CODES IN C-SECTION. REPRICE AT $2,800.00 FOR UP TO 2 
DAYS. $500.00 PER DIEM THEREAFTER. -1,6 

3. INPATIENT SERVICES 

3. 1 ALL OTHER INPATIENT SERVICES 

ALL REMAINING CODES. REPRICE AT 15% OF CHARGES. -2,6 

4. OUTPATIENT SERVICES 

4.1 ALL OTHER OUTPATIENT SERVICES 

ALL REMAINING CODES. PREPRICE AT 15% OF CHARGES. -2,6 

5. STOP LOSS 

5.1 STOP LOSS 

ALL REMAINING CODES. IF REPRICED AMOUNT EXCEEDS $20,000.00 THE 
CLAIM WILL BE REPRICED AT 85% OF CHARGES. -1 ,6 

FOOTNOTES 

1- THIS CALCULATION WILL BE USED TO REPRICE THE ENTIRE CLAIM. 

2- THIS CALCULATION WILL BE USED TO REPRICE THE CURRENT LINE. 

3- THIS CALCULATION WILL BE USED TO REPRICE THE MATCHING LINE AS A 
GROUP. 

4- WHEN THE CLAIM QUALIFIES FOR MORE THAN ONE TERM, THIS PRICE WILL 
BE USED IF IT IS THE LARGEST AMOUNT. 

5- WHEN THE CLAIM QUALIFIES FOR MORE THAN ONE TERM, THIS PRICE WILL 
BE USED IF IT IS THE SMALLEST AMOUNT. 

6- WHEN THE CLAIM QUALIFIES FOR MORE THAN ONE TERM, THIS PRICE WILL 
BE USED IF IT IS THE LAST TERM TO QUALIFY. 

7- PLEASE NOTE: NO MORE TERMS WILL BE EXAMINED FOR THIS CLAIM/LINE 
IF IT QUALIFIES UNDER THESE TERMS. 
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PRINT 



BACK 



DATE 03/23/2000 PAGE 

WORKSHEET NO 100323CWQXVN 
PROCESSOR DRNALC 



REPRICING WORKSHEET 

CLIENT/CARRIER: UNICARE LIFE & HEALTH MEMBER EV SLBYAVGDAILY1 
INSURANCE COM 

AUSTIN PAYPOINT (228) MEMBER ID 15 

POST OFFICEBOX833933 PATIENT DEB NELSON 

RICHARDSON, TX 75083 EMPLOYER EMPLOYER ADVANTAGE 
POLICY NO 130085 

PROVIDER OF SERVICE HARDY MEDICAL CENTER PATIENT NO 
TIN 11-9999999 DIAGNOSIS 114 

ADMISSION DATE 01/09/2000 PERIOD: TO 

REV NOT NETWORK 

CODE DESCRIPTION UNITS CHARGE PRICED DISCOUNT ALLOWABLE 



120 MEDICAL 4 $20,000.00 $0.00 $17,000.00 $3,000.00 

**TOTAL $20,000.00 $0.00 $17,000.00 $3,000.00 

THE ABOVE WAS REPRICED USING THE AMERICAN LIFECARE NEGOTIATED 
PRICING. 
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DATE 03/23/2000 PAGE 
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CLIENT/CARRIER: UNICARE LIFE & HEALTH MEMBER EV SLBYAVGDAILY1 
INSURANCE COM 
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